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On October 27, 1992, CDC’s name was changed to the Centers for Disease Control 
and Prevention (with “CDC” still to be used as the acronym). This change was enacted 
by Congress, as part of the Preventive Health Amendments of 1992, to recognize 
CDC's leadership role in the prevention of disease, injury, and disability. In enacting 
this change, Congress also specified that the agency continue to use the acronym 
“CDC” because of its recognition within the public health community and among the 
public. 

CDC’s new name reflects the evolution of its mission since 1946 as an agency that 
provides science-based assistance to state and local health departments in the control 
and prevention of disease, injury, and disability. In 1946, the Communicable Disease 
Center was created from the Office of Malaria Control in War Areas, an agency that 
had been established in 1942 to limit the impact of malaria and other mosquitoborne 
diseases on U.S. military personnel training in the southeastern United States (1,2). 
The change in name in 1946 reflected an assignment of responsibility for assisting 
states with the control of a broader range of communicable diseases. 

In 1970, CDC was renamed the Center for Disease Control to reflect responsibilities 
for noncommunicable disease problems. The scope of mission expanded rapidly to 
include programs in areas such as occupational and environmental health, family 
planning and reproductive health, and chronic diseases. A major reorganization of 
CDC in 1980, and its renaming to the Centers for Disease Control, emphasized the 
importance of health promotion and education in the agency's mission. During the 
1980s, CDC redoubled efforts to reduce the impact of smoking-related diseases, inju- 
ries, and other problems, while facing the new challenge of the human immuno- 
deficiency virus/acquired immunodeficiency syndrome epidemic. Recent milestones 
in CDC’s evolution include the creation of centers for chronic disease prevention and 
health promotion and for injury prevention and control. The National Center for Health 
Statistics has also recently joined CDC. These changes underscore CDC’s commitment 
to the prevention of disease, injury, and disability. 

Reported by: Office of the Director, and Office of the Director, Epidemiology Program Office, 
CDC. 
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National Diabetes Month, 1992 


November is National Diabetes Month. During this month, nationwide educa- 
tional activities are planned to increase the public’s awareness of diabetes. 
Articles in this issue of MMWR focus on the incidence of treatment for end-stage 
renal disease attributed to diabetes mellitus in the United States and Colorado 
and hospitalizations for diabetic ketoacidosis in Washington state. Additional in- 
formation is available from the American Diabetes Association, National Center, 


1600 Duke Street, Alexandria, VA 22314; telephone (800) 232-3472 ([800] ADA- 
DISC). 











Current Trends 





incidence of Treatment for End-Stage Renal Disease 
Attributed to Diabetes Mellitus — United States, 1980-1989 


End-stage renal disease (ESRD) is defined as renal insufficiency requiring dialysis 
or kidney transplantation for survival. In the United States, diabetes mellitus is the 
major cause of ESRD (7). This report summarizes trends during the 1980s in the inci- 
dence of treatment for ESRD attributable to diabetes mellitus (ESRD-DM).* 

Because 90% of ESRD treatment in the United States is reimbursed by Medicare's 
ESRD program, Medicare’s medical information system has been used for surveil- 
lance of ESRD-DM (2,3). Incidence is defined as the initiation of treatment for 
ESRD-DM.' Estimates of the number of persons with diabetes were derived from 
CDC’s National Health Interview Survey (NHIS) and were used in the calculation of 
rates (3). Because of limitations in the sample size of the NHIS, race-specific analysis 
in this report is presented only for blacks and whites. Rates were age-adjusted by the 
direct method (4 ) using the estimated 1980 population of persons with diabetes as the 
standard. 

From 1980 through 1989, new cases of ESRD-DM increased from 2220 to 13,332. 
Similarly, the age-adjusted incidence of ESRD-DM increased more than fivefold, from 
38.4 to 202.0 per 100,000 persons with diabetes. Although the incidence varied in- 
versely with age, age differences narrowed during the decade because incidence 
increased at a greater rate among the older age groups (Figure 1). Incidence among 
persons with diabetes increased threefold among those aged <45 years but increased 
12-fold among those aged 275 years. 


*These data are part of an ongoing national diabetes surveillance system that provides esti- 
mates of the prevalence and incidence of diabetes and its complications. A copy of the most 
recent surveillance report is available from the Division of Diabetes Translation, National Center 
for Chronic Disease Prevention and Health Promotion, CDC, Mailstop K-10, 4770 Buford High- 
way, NE, Atlanta, GA 30341-3724. 

Incidence data were provided by the Bureau of Data Management and Strategy, Health Care 
Financing Administration, from Medicare’s ESRD program management and medical informa- 
tion system. 
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End-Stage Renal Disease — Continued 


The age-adjusted incidence of ESRD-DM was greater for blacks with diabetes than 
for whites with diabetes and highest for black females with diabetes (Figure 2). In 
1989, the age-adjusted ESRD-DM incidence for black males was 1.4 times that for 
white males (284.6 versus 201.3 per 100,000 persons with diabetes), and the ESRD-DM 
incidence for black females was 2.3 times that for white females (352.8 versus 150.8 
per 100,000 persons with diabetes). Among whites with diabetes, the incidence was 
greater in males than females. Among blacks with diabetes, during 1985-1986, the 
incidence in black females began to exceed that in black males. The rate of increase in 
ESRD-DM incidence was similar for blacks and whites but was higher for females than 
for males (approximately fivefold versus fourfold increase). 


Reported by: Div of Diabetes Translation, National Center for Chronic Disease Prevention and 
Health Promotion, CDC. 
Editorial Note: The dramatic increase in occurrence of ESRD-DM during the 1980s 
may have reflected increases both in the incidence and in the treatment of this prob- 
lem. Use of treatment may be influenced not only by availability but also by changes 
in the definition of eligibility for treatment (3). In addition, because Medicare does not 
reimburse approximately 10% of ESRD treatment and does not include as incident 
cases those persons who are neither candidates for treatment nor who choose not to 
be treated (3), the number of cases may be underreported. 

Age-specific differences in incidence of ESRD-DM decreased during the decade be- 
cause of greater increases in rates among older age groups. Because ESRD cases 
attributed to noninsulin-dependent diabetes mellitus (NIDDM) are more frequent in 


FIGURE 1. Age-adjusted incidence* of end-stage renal disease attributed to diabetes 


mellitus, among persons with diabetes, by age group (years) — United States, 
1980-1989 


250 





200 ~ 








0 





1 ! | 1 i i] ! | | 
1980 1982 1984 1986 1988 
Year 


*I\nitiation of treatment per 100,000 persons with diabetes, adjusted to the 1980 U.S. standard 
population with diabetes. 





836 MMWR November 6, 1992 
End-Stage Renal Disease — Continued 


older age groups, the increased incidence in these age groups suggests that ESRD-DM 
associated with NIDDM is increasing (5). 

The findings in this report indicate that the incidence of ESRD-DM was higher 
among blacks than whites. Rates for the incidence of ESRD and ESRD-DM among 
other minority groups are also higher than for whites (6 ). Factors accounting for these 
differences may include greater severity of diabetes, higher prevalence of hyperten- 
sion, higher prevalence of uncontrolled diabetes and hypertension, and lack of access 
to preventive care and treatment (3,6,7 ). 

Three levels of prevention efforts may help reduce the incidence of ESRD-DM. The 
first is the primary prevention of NIDDM (5), which accounts for 90%-95% of all inci- 
dent cases of diabetes. Effective interventions using dietary and physical activity 
strategies are needed for persons in minority groups and others who may be at high 
risk for the development of NIDDM (5). The second level is the prevention of diabetic 
nephropathy, which is the precursor to ESRD-DM. Although strategies for preventing 
diabetic nephropathy are not well established (8,9 ), the efficacy of controlling hyper- 
glycemia as a means for preventing diabetic nephropathy is being assessed by the 
National Institute of Diabetes and Digestive and Kidney Diseases in its Diabetes Con- 
trol and Complications Trial (70). The third level of prevention efforts is to slow the 
progression of diabetic nephropathy to ESRD-DM. These efforts should focus on de- 
tecting early markers of renal disease and offering at-risk persons intensive 
interventions, which include 1) controlling hypertension, 2) limiting protein intake, 
3) controlling hyperglycemia, 4) promptly treating urinary tract infections, and 5) iden- 


FIGURE 2. Age-adjusted incidence* of end-stage renal disease attributed to diabetes 
mellitus, among persons with diabetes, by race and sex — United States, 1980-1989 
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tifying and eliminating barriers to preventive care and treatment (e.g., financial, geo- 
graphic, and cultural barriers) (6-9 ). 


References 
1. US Renal Data System. USRDS 1989 annual data report. Bethesda, Maryland: National In- 
stitutes of Health, National Institute of Diabetes and Digestive and Kidney Diseases, 1989. 
. Eggers PW, Connerton R, McMullan M. The Medicare experience with end-stage renal disease: 
trends in incidence, prevalence, and survival. Health Care Financing Review 1984;5:69-88. 
. CDC. Diabetes surveillance, 1991. Atlanta: US Department of Health and Human Services, 
Public Health Service, 1992. 


. Fleiss JL. Statistical methods for rates and proportions. 2nd ed. New York: John Wiley, 1981. 


. CDC. End-stage renal disease associated with diabetes—United States, 1988. MMWR 
1989;38:546-8. 


. Feldman HI, Kiag MJ, Chiapella AP, Whelton PK. End-stage renal disease in US minority 
groups. Am J Kidney Dis 1992;19:397-410. 


. Rostand SG. US minority groups and end-stage renal disease: a disproportionate share [Edi- 
torial]. Am J Kidney Dis 1992;19:411-3. 


. CDC. The prevention and treatment of complications of diabetes: a guide for primary care 


practitioners. Atlanta: US Department of Health and Human Services, Public Health Service, 
1991. 


. Herman W, Hawthorne V, Hamman R, et al. Consensus statement: preventing the kidney dis- 
ease of diabetes mellitus—public health perspectives. Am J Kidney Dis 1989;13:2-6. 

. Fitzsimmons SC, Agodoa L, Striker L, Conti F, Striker G. Kidney disease of diabetes mellitus: 
NIDDK initiatives for the comprehensive study of its natural history, pathogenesis, and pre- 
vention. Am J Kidney Dis 1989;13:7-10. 


Hospitalizations for Diabetic Ketoacidosis — 
Washington State, 1987-1989 


Diabetic ketoacidosis (DKA) is an acute metabolic complication of diabetes mellitus 
that can be life threatening. Although DKA is often preventable (7-3), approximately 
84,000 DKA-associated hospitalizations and 1800 DKA-associated deaths occurred in 
the United States during 1988 (4). The Washington Department of Health (WDH) 
monitors DKA-associated hospitalizations to assist its chronic disease programs in 
preventing DKA-associated hospitalizations and deaths. This report summarizes sur- 
veillance of DKA hospitalizations among Washington state residents from 1987 
through 1989. 

The analysis included all hospitalizations* in Washington except those from Veter- 
ans Administration, military, and psychiatric facilities. The hospitalizations included 
any patient for whom DKA (international Classification of Diseases, Ninth Revision, 
Clinical Modification [\CD-9-CM], diagnosis code 250.1) was recorded on state hospi- 
tal discharge records. Estimates of the number of persons with diabetes were 
calculated by applying 1988 estimates of diabetes prevalence from CDC's National 
Health Interview Survey to Washington population estimates for 1987-1989. 

During 1987-1989, 4377 DKA-associated hospitalizations occurred among Wash- 
ington residents. Although the statewide DKA-associated hospitalization incidence 
rate for the 3-year period was 12.5 per 1000 persons with diabetes, rates by county of 
residence ranged from 7.3 to 27.9 per 1000. 


*Includes multiple admissions for some patients. 
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Rates also varied by age and sex. Rates were higher for younger persons; persons 
aged 0-44 years accounted for 72% of all admissions for DKA. Within this age group, 
rates were substantially higher for females (61.2 per 1000) than for males (42.5 per 
1000) (Figure 1). 

More than one third (36%) of DKA-associated hospitalizations occurred among per- 
sons who had at least one other admission for DKA during the 3-year period; persons 
aged <45 years accounted for nearly half (45%) of these repeat admissions. 

Persons with diabetes who were hospitalized for DKA were more likely to receive 

Medicaid (27%) than were persons with diabetes hospitalized for all causes, including 
DKA (10%). Younger persons (i.e., those aged <45 years) and persons with repeat ad- 
missions were also more likely to receive Medicaid. Thirty-three percent of persons 
aged <45 years and 30% of persons who had repeat admissions used Medicaid to 
cover the cost of hospitalization. In contrast, only 10% of those aged >45 years and 
15% of persons admitted only once during the 3-year period received Medicaid. 
Reported by: C Shaw, MPH, Washington Dept of Health. Div of Diabetes Translation, National 
Center for Chronic Disease Prevention and Health Promotion, CDC. 
Editorial Note: Manifestations of DKA include acute or subacute alteration of mental 
state, fatigue, weight loss, blurred vision, thirst, excessive urination, enuresis, ab- 
dominal pain, nausea, and vomiting. DKA may occur in persons with insulin- 
dependent diabetes mellitus (IDDM) who have new onset of disease, who do not take 
insulin, or who do not increase their insulin dosage during illness. Among persons 
with noninsulin-dependent diabetes mellitus (NIDDM), DKA may be associated with 
severe acute stress (e.g., pneumonia or myocardial infarction). 


FIGURE 1. Rates* of diabetic ketoacidosis-associated hospitalizations,* by age group 
and sex — Washington State, 1987-1989 
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Basic considerations for prevention of DKA are for both patients and health-care 
providers to 1) recognize that certain persons with diabetes (e.g., those with psycho- 
social or major emotional problems, adolescents, and those with physical illnesses) 
may have difficulty adhering to a prescribed program of insulin therapy and dietary 
control, 2) recognize indicators of inappropriate therapy, and 3) be knowledgeable 
about proper techniques for monitoring and management of diabetes (3). Although 
all persons with diabetes should be taught to monitor their blood glucose levels, those 
at increased risk for DKA should receive intensified instruction that emphasizes the 
importance of such monitoring. In addition, persons with diabetes should monitor ke- 
tones in their urine when their blood glucose level is 240 mg/dL or higher and/or acute 
illness develops (3). Persons with diabetes should understand the importance of con- 
tacting their health-care providers immediately if their blood glucose level remains 
higher than 240 mg/dL, ketonuria develops, or symptoms of illness persist. Persons 
with diabetes should use guidelines for self-care (5 ); health-care providers should use 
guidelines for the clinical management of DKA (6). 

In addition to treating an episode of DKA, health-care providers should analyze an- 
tecedent or precipitating circumstances and take measures to prevent further 
episodes. The analysis should include assessment of the patient's self-care practices, 
precipitating illnesses, stressful life events, and behavioral or emotional problems. Re- 
ferral to endocrinologists, psychosocial specialists, or both may be appropriate for 
patients having particular difficulty in management of IDDM (3). 

Public health strategies may also assist in preventing the occurrence of DKA- 
associated hospitalizations and deaths. For example, state and county surveillance 
data, such as those developed by the WDH, assist public health practitioners and 
health-care providers in directing services toward populations with the greatest need. 
Ensuring availability of preventive diabetes education and access to health care are 
also important factors in reducing the burden associated with DKA. 

The Washington Diabetes Control Program (WDCP) provides educational materials 
and technical assistance to community health centers and hospitals. The analysis in 
this report indicates that such resources can be directed toward counties in which 
rates of DKA are high and especially toward younger persons (i.e., those aged 
<45 years) and Medicaid recipients with diabetes. As a result of this analysis, the 
WDCP and the state Medicaid office are exploring a pilot project to target Medicaid 
beneficiaries hospitalized with DKA for intensive education and follow-up by chronic 
disease case managers. 
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FIGURE I. Notifiable disease reports, comparison of 4-week totals ending Octo- 
ber 31, 1992, with historical data — United States 
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TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending October 31, 1992 (44nd Week) 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
October 31, 1992, and November 2, 1991 (44th Week) 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
October 31, 1992, and November 2, 1991 (44th Week) 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
October 31, 1992, and November 2, 1991 (44th Week) 
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Pasadena, Calif. 
Portiand, Or 
ey aeeg if. 
an Diego, Calif. 
San Francisco, Calif. 
San Jose, Calif. 
Santa Cruz, Calif. 
Seattle, Wash. 
Spokane, Wash. 
Tacoma, Wash. 16 


TOTAL 11,580" 7,494 2,217 1,156 
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“Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 


— to} death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
we Ui 


and i 
——— of —— in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. Complete 
counts will be available in 4 to 6 weeks. 
‘Total includes unknown ages. 
U: Unavailable. 
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Incidence of Treatment for End-Stage Renal Disease 
Attributed to Diabetes Mellitus, by Race/Ethnicity — 
Colorado, 1982-1989 


Diabetes mellitus (DM) is the principal known cause of end-stage renal disease 
(ESRD) (i.e., renal insufficiency requiring kidney dialysis or transplantation for sur- 
vival) and accounts for one third of all incident cases of treated ESRD in the United 
States (7). Rates for initiating diabetes-related ESRD (ESRD-DM) treatment have been 
characterized for blacks and whites but have not been well characterized for Hispanics 
(2-5 ). To describe ESRD-DM treatment by race/ethnicity in Colorado for improved pro- 
gram planning for intervention services, the Colorado Diabetes Surveillance Project of 
the Colorado Department of Health investigated differences in the rates of initiating 
ESRD-DM treatment for non-Hispanic white, Hispanic, and black Colorado residents 
with diabetes. This report describes trends in the incidence of ESRD-DM treatment by 
race/ethnicity among persons with diabetes in Colorado from 1982 through 1989. 

Data regarding the treatment of persons with diabetes-related ESRD were obtained 
from the Intermountain End-Stage Renal Disease Network (ImESRDN).* ImESRDN 
collects demographic, etiologic, and other information for all patients undergoing re- 
nal replacement therapy (i.e., dialysis or kidney transplantation), regardless of their 
payment source, in Colorado and five other states in the Rocky Mountain region. Inci- 
dent cases were defined as Colorado residents with diabetes who had a primary 
diagnosis of diabetic nephropathy and for whom renal replacement therapy was initi- 
ated during 1982-1989. The number of persons with diabetes in the state was 
estimated by applying national age-, sex-, and race/ethnicity-specific diabetes preva- 
lence rates to Colorado population estimates for 1982-1989 (6). ESRD-DM treatment 
rates were age-adjusted using the estimated 1980 U.S. population with diabetes di- 
vided into four age groups: 0-44 years, 45-64 years, 65-74 years, and >75 years (7). 

From 1982 through 1989, 874 Colorado residents began ESRD-DM treatment; of 
these, 562 (64%) were non-Hispanic white; 191 (22%), Hispanic; 80 (9%), black; and 
41 (5%), persons of other races. In comparison, 78% of the estimated Colorado popu- 
lation with diabetes were non-Hispanic white, 17% were Hispanic, 4% were black, and 
1% were persons of other races (6). 

From 1982 through 1989, the age-adjusted incidence rate for ESRD-DM treatment 
more than tripled, increasing from 61 to 216 per 100,000 persons with diabetes (Fig- 
ure 1). The greatest increase in rates was for Hispanics (770%), compared with blacks 
(440%) and non-Hispanic whites (190%). For persons with diabetes, the 8-year average 
annual age-adjusted rates for blacks and Hispanics were 2.8 and 1.8 times, respec- 
tively, that for non-Hispanic whites. For Hispanics and blacks, the overall age-adjusted 
incidence of treated ESRD-DM was greater for females than for males; for non-His- 
panic whites, however, the overall incidence was higher for males than females. For 
non-Hispanic whites, the 8-year average annual rate for treated ESRD-DM was highest 
in the 0-44 age group (263 per 100,000 persons with diabetes) and decreased with age 
(Figure 2). However, for Hispanics, rates increased with age and were highest for per- 


*ImESRODN is one of 18 organizations or networks contracted by the federal Health Care Financ- 
ing Administration to collect data on all patients undergoing treatment for ESRD and to conduct 
quality assurance activities related to the care of ESRD patients. 
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FIGURE 1. Age-adjusted incidence rate* of diabetes-related end-stage renal disease 
treatment, by race and ethnicity — Colorado, 1982-1989 
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FIGURE 2. Age-specific average annual incidence rate* of diabetes-related end-stage 
renal disease treatment, by race and ethnicity — Colorado, 1982-1989 
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sons aged 275 years (293 per 100,000 persons with diabetes). For blacks, the highest 
age-specific incidence rate of ESRD-DM was for persons aged 45-64 years (483 per 
100,000 persons with diabetes). 

Reported by: RF Hamman, MD, Dept of Preventive Medicine and Biometrics, Univ of Colorado 
Health Sciences Center; A Turak, SK Stiles, MS, Intermountain End-Stage Renal Disease Network 
#15, Denver; FF Finucane, MHS, SL Michael, MS, CJ Garrett, PhD, C Meng, PhD, BA Gabella, 
Colorado Dept of Health. Epidemiology and Statistics Br, Div of Diabetes Translation, National 
Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate that rates of initiation of treatment 
for ESRD-DM in Colorado are consistent with national patterns for blacks and whites 
(7). In many cases, this variability is likely related to environmental factors rather than 
genetic differences (8). However, data regarding ESRD treatment among Hispanics 
are limited. 

In Colorado, Hispanics (primarily of Mexican and American Indian descent) are 13% 
of the total population and comprise the largest minority group. A previous report 
indicated that in Texas the incidence rate for ESRD-DM treatment for U.S. residents of 
Mexican descent was six times greater and the rate for blacks was four times greater 
than that for non-Hispanic whites in the general population (5 ). However, in Colorado, 
overall incidence rates of treated ESRD-DM for Hispanics were intermediate to those 
for blacks and non-Hispanic whites among persons with diabetes; this pattern persist- 
ed when total population rates were calculated (age-adjusted incidence rate ratios of 
4.6 and 3.7 for blacks and Hispanics, respectively, when compared with non-Hispanic 
whites) (6). Potential explanations for these race/ethnicity differences may include 
variations in ESRD biologic risk factors, variations in the availability of ESRD treatment 
or in access to preventive care and ESRD services, changes in ESRD reporting prac- 
tices, or a combination of these or other factors. 

Two national health objectives for the year 2000 are to reduce the rate of initiating 
ESRD-DM treatment from 1.5 to 1.4 per 1000 persons with diabetes and from 2.2 to 2.0 
per 1000 blacks with diabetes (objectives 17.10 and 17.10a) (9 ). Surveillance data indi- 
cate, however, that during the 1980s the rates for persons with diabetes increased 
annually in Colorado and throughout the United States (7). 

The development of public health strategies to delay and prevent the development 
of ESRD-DM (10) will require the continued monitoring of trends in initiation of ESRD 
treatment. The ImESRDN is one potential monitoring system for assessing the effec- 
tiveness of proposed prevention strategies. These data may be useful in tracking 
national health objectives related to ESRD-DM and in developing prevention strate- 
gies for ESRD-DM, particularly among minority populations. Colorado has used these 
findings to develop a Diabetes State Plan for the Year 2000 and will use these data to 
monitor trends and direct interventions associated with diabetes-related ESRD treat- 
ment. 
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Notices to Readers 





Office Visits for Diabetes 


A new report presenting national estimates pertaining to diabetes-related office vis- 
its has been released by CDC’s National Center for Health Statistics (NCHS). The 
report, based on data collected by the National Ambulatory Medical Care Survey con- 


ducted annually by NCHS, presents data on the patient, physician, and visit 
characteristics for a sample of office visits resulting in a diagnosis of diabetes mellitus. 

Copies of the report, Office Visits for Diabetes Mellitus: United States, 1989 (1), can 
be ordered by contacting the Scientific and Technical Information Branch, Division of 
Data Services, NCHS, CDC, Room 1064, 6525 Belcrest Road, Hyattsville, MD 20782; 
telephone (301) 436-8500. 


Reference 

1. NCHS. Office visits for diabetes mellitus: United States, 1989. Hyattsville, Maryland: US De- 
partment of Health and Human Services, Public Health Service, CDC, 1992. (Advance data no. 
211). 


New Data From 1989 Revised Birth Certificate 


A recent report presents information on selected new items from the revised “U.S. 
Standard Certificate of Live Birth.” CDC’s National Center for Health Statistics (NCHS) 
now makes available data on medical and lifestyle risk factors of pregnancy and birth, 
obstetric procedures performed, method of delivery, abnormal conditions and con- 
genital anomalies of the infant, Hispanic origin of parents, and expanded data on birth 
attendant and place of delivery. The medical and health data now available for moth- 
ers and infants greatly expand the scope of information available on pregnancy 
outcome. 

Copies of the report, Advance Report of New Data from the 1989 Birth Certificate 
(1), can be ordered by contacting the Scientific and Technical Information Branch, Di- 
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vision of Data Services, NCHS, CDC, Room 1064, 6525 Belcrest Road, Hyattsville, MD 
20782; telephone (301) 436-8500. 


Reference 


1. NCHS. Advance report of new data from the 1989 birth certificate. Hyattsville, Maryland: US 
Department of Health and Human Services, Public Health Service, 1992; DHHS publication no. 
(PHS)92-1120. (Vital and health statistics; vol 40, no. 12S). 


Prevalence of Major Digestive Disorders 


The 1989 National Health Interview Survey included digestive disorders as a cur- 
rent health topic. The questionnaire was developed by CDC’s National Center for 
Health Statistics (NCHS), in collaboration with the National Institute of Diabetes and 
Digestive and Kidney Diseases. Respondents were asked the details (i.e., timing of 
onset, treatment, and medical diagnosis) about specific digestive conditions; location 
and severity of pain; information on normative bowel habits; and common bowel 
complaints. 

Copies of the report, The Prevalence of Major Digestive Disorders and Bowel 
Symptoms, 1989 (1), can be ordered by contacting the Scientific and Technical Infor- 
mation Branch, Division of Data Services, NCHS, CDC, Room 1064, 6525 Belcrest 
Road, Hyattsville, MD 20782; telephone (301) 436-8500. 


Reference 


1. NCHS. The prevalence of major digestive disorders and bowel symptoms, 1989. Hyattsville, 
Maryland: US Department of Health and Human Services, Public Health Service, CDC, 1992. 
(Advance data no. 212). 


Using Chronic Disease Data: A Handbook for 
Public Health Practitioners 


CDC’s National Center for Chronic Disease Prevention and Health Promotion, Office 
of Surveillance and Analysis, has released Using Chronic Disease Data: A Handbook 
for Public Health Practitioners (1 ). The handbook, which discusses the use of mortal- 
ity, hospitalization, and behavioral risk factor data, is designed to help state and local 
health agencies locate and analyze data about chronic diseases. Examples in the 
handbook show how data drawn from multiple sources have been used to support 
public health action. Special aids include guidelines for the visual presentation of data, 
an age-adjustment spreadsheet on disk, a directory of contacts for different types of 


data, and samples of selected legislation. Copies are available free by calling (404) 
488-5269. 


Reference 
1. CDC. Using chronic disease data: a handbook for public health practitioners. Atlanta: US De- 
partment of Health and Human Services, Public Health Service, 1992. 


Addendum: Vol. 41, No. 26 
In the article, “Congenital Rubella Syndrome Among the Amish—Pennsylvania, 
1991-1992,” the following name should be added to the credits on page 475: B Kleger, 
DrPH, Bur of Laboratories, Pennsylvania Dept of Health. 





Reported cases of measles, by state — United States, weeks 40-44, 1992 
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